Viewpoint
In the year 2016, the infant mortality rate (IMR), the most sensitive indicator of health, was 34/1000 live births for the whole country. There was a wide rural and urban difference -in rural India, it was 38/1000 live births, while the corresponding urban figure was 23. [4] There was also gender disparity in IMR, in female infants 39 as against 35 in male infants. Wide statewide variation in IMR was noted, with Madhya Pradesh having the highest infant mortality of 47/1000 live births and Kerala lowest at 10/1000 live births. [4] Maternal mortality rates (MMRs) too show regional differences. While all India MMR in 2016 was 130/1 lakh live births in the country, it was highest at 237/lakh live births in Assam and lowest in Kerala (46/1 lakh live births). Northern states such as Uttar Pradesh (including Uttaranchal) also had high MMR (201/1 lakh live births). [5] access to sanItatIon and safe WateR Access to sanitation and safe water essential to check diarrheal and other excremental diseases and anemia was also unequal statewise. The National Family Health Survey 2015-2016 highlighted wide variations in households with improved sanitation such as toilets. While Kerala had the highest number of households with toilets (98.10%), the bottom five states were Jharkhand (24.40%), Bihar (25.20%), Odisha (29.40%), Chhattisgarh (32.70%), and Madhya Pradesh (33.70%). [6] Lower rate of household sanitation was associated with diarrheal diseases and anemia. Kerala with the highest rate had the lowest rate of diarrheal disease (3.4%) and anemia in pregnant women (22.6%), while the corresponding figures in Bihar, one of the low sanitation states, were 10.2% and 58.3%. [6] 
WheRe do We stand In health access qualIty?
Very recently in addition to equity, a measure of quality of health services, the Health Access Quality Index (HAQ Index), has been added. [7] A recent paper published in Lancet for the first time reported performance using HAQ Index. [7] The HAQ Index was computed using the data from the Global Burden of Disease 2016. The collaborators used the Nolte and McKee list [8] of causes, which enumerates 32 conditions from which death should not occur provided there is access to quality health care. Death from any of the 32 diseases reflects poor access and quality of health care. Each cause was transformed to a scale of 0-100, 0 being the first percentile (worst) and 100 as the 99 th percentile (best) possible access and quality. These thresholds were applied at the country level and then to subnational regions. Data for the 195 countries were compiled for over a quarter of a century, 1990-2016, to see the trends of health-care access and quality. The investigators studied the correlation of HAQ Index with Socio-Demographic Index (SDI) and total spending on health.
Of the 195 countries for which data were available to compile the HAQ Index, India stands dismally at the 145 th position, ahead of only Pakistan and Afghanistan among Asian countries. Even Bangladesh at the 133 rd position and Sri Lanka, with all its political strife in recent decades, at the 71 st position are way ahead. [7] China and India showed the largest gaps between the have and have-nots regarding quality health care. In China, HAQ Index ranged from 91.5 in Beijing to a low of 48.0 in Tibet. In India, there was a 30.8 point disparity with Goa recording the highest HAQ Index of 64.8 and Assam lowest at 34.0. In fact, over the past 25 years, this gap has widened from 23.4 difference in 1990 to 30.8 point difference in 2016. The performance on the HAQ Index was positively correlated with SDI, total health spending by government, and health systems inputs. The authors of this exhaustive report conclude that there is a need reorient both primary and secondary health-care services to overcome the stagnation and wide disparities in health gains over the past 25 years. [7] What aRe the socIal deteRmInants of InequIty and PooR qualIty of health seRvIces? Just calculating the difference between the top and bottom of the pack in the HAQ Index is oversimplification of the underlying issues. There is a social gradient in health running through the spectrum of socioeconomic status from the top to the bottom, emphasizing that inequities in health-care access is a whole population issue. [9] For every patient who seeks health care, there are many others who fail to make it to the health facility. What causes this disparity? The social factors behind this are many. They may be control over one's life (compromised in regions promoting gender or other types of discrimination), awareness, literacy, beliefs, trust, participation in the decision-making process, etc., Availability of health-care resources is influenced by the social determinants of health and health inequities. These are power, income, goods, services, globally, nationally and subnationally, and predicaments, for instance, their access to health facility and educational facilities. Facilities for recreation, town planning, conditions at work and home environment are additional determinants of health. [10] Another important factor in the Indian context is the meager public expenditure on health India which has hovered around 1% of the country's gross domestic product (GDP) for decades. Only nine countries in the world have a lower ratio of public expenditure on health to GDP. [11] As a result, public expenditure on health accounts for less than one-third of the total health expenditure. Only a few countries such as Afghanistan, Haiti, and Sierra Leone have a lower ratio of government expenditure to total health expenditure. The rest is out-of-pocket expenditure which drives many people below the poverty line. This sets up a vicious cycle as poverty and health are interrelated.
the state of GoveRnment health facIlItIes In IndIa
Adequately run primary health-care systems can meet most of the patients' needs. In our country, the first contact with the health system is at the subcenter (SC) and primary health center (PHC) levels. For remote villagers and people in tribal areas, these may be the only health care easily accessible to them. Regrettably, the states of these peripheral health facilities are far from satisfactory. This drives the patients to private health care, leading to corporatization of medical care with a profit motive. India has one of the most commercialized health-care systems in the world. [11] Survey of government health facilities by the International Institute for Population Sciences, Mumbai, brought out glaring deficiencies. Only 69% of PHCs had at least one bed, only 20% had adequate communication, and only 12% were properly maintained. [11] These are national averages and the corresponding figures for poorer states are worse. In Bihar, a large majority of PHCs had no electricity, weighing machine, or even a toilet. Even when present, the utilization of government health facilities was low. Absenteeism of health workers ranged between 35% and 58% in different Indian States in 2002-2003. [12] This leads to serious loss of opportunity to educate the population and improve their health status.
the PRoblems WIth PRIvate health facIlItIes
While the problem is more for the poor Indian, preference toward private health facility is common even among the well to do because of overcrowding and neglect in government hospitals. Private clinics and hospitals are no better. They are unregulated leaving patients at the mercy of sometimes unscrupulous practitioners. A battery of investigations, overmedication, high pricing, and unnecessary surgery are common in the private health sector. A study found that in the private sector, 47% of deliveries performed were by cesarean which is higher than the WHO norm of 15%. The corresponding proportion of cesarean in the public hospitals was 20%. [13] Another study from Delhi and Madhya Pradesh revealed that both public and private health sector offered poor quality services, with simple diseases being inaccurately diagnosed and inappropriately treated in majority of patients. [14] stRenGthenInG PRImaRy health caRe Is the Key to PoPulatIon health
In a study of primary health-care services across 13 developed countries, it was revealed that the stronger the country's primary health services, the lower were the rates of all-cause mortality, premature mortality, mortality from asthma and bronchitis, emphysema and pneumonia, and cardiovascular diseases. [15] In the USA, there were fewer differences in self-rated health between high-and low-income groups where good primary care services were provided. Similar evidence for reducing health inequities is also available from countries in Africa and Latin America and Kerala in India. [15] Health lies in spreading medical care wide not high. [16] Majority of patients suffer from common and preventable ailments which can be treated at the primary care level. If the PHCs function efficiently, the cost of travel and treatment involved in accessing these tertiary care hospitals will be reduced. If we have good primary and secondary level health facilities, it would also reduce treatment by quacks and unqualified practitioners in remote areas.
Recent GoveRnment InItIatIves to addRess the PRoblems of sanItatIon, InequIty, and PooR qualIty of health seRvIces

Swachh Bharat Mission 2014
The government of India launched the Swachh Bharat Mission in 2014, the biggest sanitation campaign in the world. This will address the burden of excremental diseases. More than 95 million toilets have been built since the launch of this mission. The initial impact assessment shows some evidence of decline in diarrheal diseases since the launch of this campaign. [17] 
National Health Policy 2017, Ayushman Bharat, and Health and Wellness Centres
The latest health policy by the government, the National Health Policy 2017 (NHP 2017), [18] reiterates the goal of universal health coverage. Following this, the political commitment for implementing the NHP 2017 in letter and spirit is evidenced by launching the bold and ambitious Ayushman Bharat Program (ABP) in the Union Budget 2018-2019. [19] The ABP consists of two strategies: first, the delivery of comprehensive primary level health care by upgrading 150,000 health SCs and PHCs to Health and Wellness Centres (HWCs) by the year 2022, and second, catering for secondary and tertiary level medical care under the National Health Protection Scheme (NHPS). [19] Upgrading of 150,000 SCs/PHCs to HWCs will be accompanied by expanding the scope of health services provided, going beyond mother and child health services to implement the National Health Programs extending to services to address noncommunicable-and lifestyle-associated conditions. If implemented, people will have access to primary health services within a walking distance of 30 min.
The NHPS under Ayushman Bharat is the world's largest public-funded insurance scheme, [19] assuring coverage of rupees 5 lakhs per family annually for secondary and tertiary level of health care. The financial burden for implementing the Ayushman Bharat would be around rupees 70-100 thousand crores. [20] This is in harmony with the NHP 2017 target of government spending of 2.5% of GDP on health by year 2025. [18] the Way foRWaRd
The political will has been established by the launch of Swatch Bharat and Ayusman Bharat schemes by the government of India. From the public health point of view, this is a good beginning and the battle half won. To win the other half, the momentum has to be maintained by ensuring proper implementation of these schemes. Widespread media and public attention on these schemes should sustain the tempo and ensure that there is no deviation from the roadmap drawn by these two programs.
conclusIon India, aspiring to be a superpower, so far, has had a poor report card in health-care equity and quality. Compared to its neighbors, India's performance is an embarrassment given how improvement in health in the country trails behind its economic development. Recently launched schemes such as Swachh Bharat and Ayushman Bharat offer the opportunity to the nation to achieve universal health care and realize its full human resource potential.
